MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '63&043058 |
DEPARTMENT OF RFUBLIC HEALTH AND WEHELFAR
DO NOT WRITE Registration District Na ,y._s__fr-rﬂlry Registration District No. 34___2___.38-9“"!? s No. _.J’Zf_‘____

ENDED
ON THIS STUB AM T=TT Tt L Y [NaVala]
1. PLACE OF DEATH™ ~ * UG

e COUNTY Butler
b. CCI)ll'!Y (If outsida corporate limirs, give TOWNSHIP anly)

TowN  Poplar Bluff

c. FULL NAME OF )t NOT in hospital, give location)
HOSPITAL OR

INSDTUTION. Nsetors Hospital

3. NAME OF DECEASED
{Type or print}

STATE FILE NUMBER

2. USUAL RESIDENCE (Where dacessed lived.
a. STATE
Mo,

If inntitution: Residence before
VS 300 b COWNY Dunklin

Rev. 4/59

admission)

Length of atay in 1b

2 davs

tnside Limits

Ynja Na [J

Inside Limits

Yes (J Nug

Reside on Form

Yes if No [J

c. CITY
R

Town Campbell

d. STREET [f cutside, give location)
ADDRESS

Route 1

DATE Month
OF

DEATH Nov,

o/ 8 |

'DATE AMENDED

Middls

Lesley

Firpr

Jacob

Last 4,

Vincent

Year

1963

Day

16

5. SEX

Male

é. COLOR OR RACE

White

7. Married XJ
Widowad []

Never Married [J
Divorced []

8. DATE OF BIRTH | * AGE (laat birthday}

IF UNDER 1 YEAR

IF UNDER 24 HR

80

Months Daya

Hours I Min.

Jan.31,1883

11. BIRTHPLACE {City and »Jate or country} | 12. CITIZEN OF WHAT COUNTRY

Campbell, Mo, S.A.

ae)
14. NAME OF HUSBAND OR WIFE

Alice Vincent
i7. INFORMANT Address

Alice Vincent, Recute 1,Campbell,Mo.

INTERVAL BETWEEN
QONSET AND DEATH

10k, KIND OF BUSINESS OR INDUSTRY

Farming
13b. MOTHER'S MAIDEN NAME

Mary Hosman
14, SOCIAL SECURITY NQ.

Unknown

18. CAUSE OF DEATH (Enter only one cause per lina far (4), (b), and (c).
PART |. DEATH WAS CAUSED BY: - {

4
IMMEDIATE CAUSE (e} 3L

DUE TO {b) \/Q‘;Q _,/f } Z\ m\,.m/bo;‘
mw(:ﬁ@mhﬂ&ijrﬁﬂosmhwom&~

PART 111 If deceased wair femals wes
there a pregnancy in |axt 90 days.

rl:] Yes ] O Ne I O Unknewn
njury in PART | or PART Il of {tem 18.)

108. USUAL OCCUPATION (Glva kind of work done
dyring st af working lifs, even if retired)
Retired rarmer
lSn FATHER'S NAME

James Vincent:
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Ye! o, or unknawn) | (1§ ive r dat t varvice)
Nﬂ unknown, l VOINB war o ales OF e

u

DOCUMENT

which gava rlse to
{a),
staring the under-
fying ceuse awr,

abave cavwa

INSTEAD QF

Conditions, if any, l

PART 1l OTHER SIGNIFICANT CONDI'IIOI\:S) CONIRIBUTING 1O DEATH but not related to the rerminal

disesse condition given [n PART I

(S'-’Z.C( L e

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of

1%, AUTOPSY
PERFORMED?
YESJ NO(J

20c. TIME OF
INJURY

20a. ACCIDENT  SUICIDE  HOMICIDE
O O D

Hour Mbnrh, Day, Year
a.m,

p.m.

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION

farm, faciory, street, office bidg., etc.)

COUNTY

OR
TYPEWRITER RIBBON

. | anended the deceased from to.

and last saw :ﬁ:. alive on

a a -% O A 4n on 1he date stated above, and 10 the best of my knowledge, from the causes stated.

———
f .

Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county)
REMOVAL (Specify}

Burial Nov,18,19A3 Memorial Park Cemetery Malden

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26, RZISZ!'Z SIGNATURE

Landess Funeral Home,Campbell, Mo. | . /

(Licensad Embalmer’s Statement on Reverse Side)

USE BLACK INK

22b. ADDRESS 22c. DATE SIGNED

SHOULD READ

(S-me)
Ty
Ao,

23s. BURIAE, CREMATION,

BY AFFIDAVIT OF

ITEM NO.

M‘\.A




STATEMENT BY LICENSED EMBALMER

| hereby certify thet the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Stydont Embalmer

Licensed Embalmer No 4'2' 2 7

P. 0. Address %u-

- ,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
if embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed fact should be so stated above.

-,




